radiating to the upper thighs and made worse by movement. Neurological examination was normal on this, and all subsequent occasions. The pain, intermittent at first, slowly worsened and four weeks after onset a lumbar myelogram was performed at the L2-3 interspace, which showed a large posterior lesion compressing the subarachnoid space at the L3-4Ievel ( Figure 1 ). Cerebrospinal fluid removed was normal apart from a raised protein content (0.9 g/l) and no bacterial growth was obtained on culture. Lumbar laminectomy at L3 and L4 levels was performed the following day under general anaesthesia, and necrotic material, with extensive granulation tissue and some blood clot was removed from the epidural space. Microscopic examination of removed material showed signs of old and recent haemorrhage, and an organising abscess. Cultures grew scanty pseudomonas colonies, sensitive to gentamicin. Postoperative recovery was uneventful.
DISCUSSION
The pathological findings can be explained on the basis of an epidural haematoma, which had subsequently become infected. Infection of the haematoma may have been either bloodborne or introduced at one of the lumbar punctures.
Pyogenic lesions are rare following spinal anaesthesia. A review of the literature has revealed only one report of epidural abscess attributable to diagnostic lumbar puncture l and only one established report of epidural abscess following spinal anaesthesia. 2 It is of interest to note that this latter patient was also a diabetic undergoing spinal anaesthesia for debridement of an infected foot, and who was having recurrent fevers. Several large series, totalling over 160,000 spinal anaesthetics, have failed to demonstrate any occurrences of epidural haematoma or abscess. 3 . 6 Epidural space-occupying lesions usually produce some degree of motor or sensory loss as well as pain. Therefore this case is doubly unusual, in that there was an absence of neurological signs associated with a large epidural mass, which led to delayed diagnosis and treatment.
